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211 slemnly confirm ihat assistance, i recaived from Koshika Foundstion, will be wsed onty for the “purpose”, as stated in this Form, lor which such
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3) | hereby confirm that | have nol & will not in future. avail of rembursement, in part or in ful, from any ofher source/employer/insarancs company, of (he amount

for which this assistance is requaeshed
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AGREEMENT by APPLICANT (HMET% 5 1)

1} By aifming my sgnature of thumb impression on this Earm, | (Applicant) hersby agree & suthorise Koshiks Foundatlon and s Trustess 1o
use/publishiput-upireproduce my name, address, phata & dotsils of ihe “purpose”, for which such assistance is requestedigrantad, through any

meaiuim. including bul not limitad to verbal, print, etectronic, for soficiting donations for Koshika Foundation andior disseminafing information aboul if's
acliviticsachisversents. Such use of my photo & detalls can be made by Koshiia Foundation befors or aher iy treatment o fullilment of the “purpose’
lor which asslstance |8 belng requintod

21 1 |Appicant) funner sgrae thal any sech use of my name, address, photo & details of the “purpose”, for which such assislance s requested/granied,
will nol sutomaticilly antile me for recelving or dontinuing the sald assistance. The dacision for granting andior continuing the assitance will rasl solaly
with Ihe Trustens of Koshika Foundation, and their decision is this regard will be final and accepiabie to me.

uzuﬁﬂmﬁmm-ﬂﬁmm,ﬂimlMmﬂlﬂ?mtﬂ"mmﬁtﬂiw"I‘I sfiggn wom f fix 3 Wm,
e st e g e o it B, v s e, 0, e gt e o e s s o fird fe o v s
imﬂﬂmﬂﬂhﬂhﬁﬁhﬁ*ﬂﬂhﬂﬂmiﬂﬂumimih‘mm"nmmh
:}ﬂ1‘.ﬂrimnmmﬂm{ﬁ:ﬂum.-ﬂ.ﬂﬂ#hmm‘rﬁ:mtﬂﬁﬂﬁivm:mmmmmlmmi

“sir” gy TR e s S s sl sl

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

S & R S R, %

s SO -i-.. = Ll
W T e 4
R

h%{\"r*‘ff i 'ﬂ?-: . Jﬁ

AGREEMENT by HOSPITAL (¥wme 5 WiR)
By sfiing herounder, sgneture of our Authorised Signatory for recommending this case/patient for financlal asststance kom Koshikn Foundation, we
(Hospital) herby affirm & accapl lollowing:
1) rat we nEither are presently nor will in future avall of firencial assistance from another NGO of any othar sourcs, for the same patienticase, 84 we 0
requisting 1o get from Koshika Foundadion, lo the extent that such assistance is granted by Koshika Foundation, If the requested assistiance is nol granted
by Koshika Foundation, in part o in full, then the Hospital reserves It's right 1o make up the shartfall from anather NGO or any other source. This
coeifimation assentially states that the Hospital will net svail any duplicate essistance for the same patienl/case from any offar NGO or any other souroe.
2} The assistance from Koshika Foundation is only financial in nature. The cholce of the trestmentprocedure advisedivonductad by the Hospital on thi
patien, s based on the arrsngement betwean the patient 8 the Hospital, and is I no way infiuenced by Koshika Foundation. Hence, the Hospital wil
gssume sole & complete responsibliity of the treatment & I's oulcome & safety of the patient, and Koshika Foundation will have na role or resgonsibility
in thig maller.
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